Intensive care unit (ICU) admissions are unplanned emergencies where ICU professionals are required to rapidly attend to complicated situations with uncertain outcomes. The interprofessional team is immersed in a complex milieu of heightened stress and intense emotion as they engage in a medical crisis with the patient and family. This is further compounded by a work environment that has become increasingly technical with its demand of extended skills in advanced life-sustaining therapies. A growing body of evidence suggests that burnout among ICU nurses [1] and ICU physicians [2] is the direct consequence of this demanding and inexorably high-stress work environment. Severe burnout-related symptoms are prevalent and have been reported in onethird of ICU nursing staff and one-half of ICU intensivists [1] [2] [3] . Burnout in healthcare workers may profoundly affect their well-being and the quality of professional care they provide and, therefore, may represent an important, and potentially modifiable, patient safety concern. Indeed, burnout has been identified as a key determinant of medical error in physicians [4] and has become a priority issue in our specialty and focus of a recent joint statement of the Critical Care Societies Collaborative [3] .
There are several well-characterized risk factors that are associated with burnout symptoms. It has been shown that caregiving professional age is inversely associated with burnout [5] , suggesting that younger caregivers may be more vulnerable to job burnout. It is highly plausible that caregivers with less seniority are still learning to cope with high workload demands when faced with stressors. Further, younger, female workers may face significant personal stressors including childcare demands and challenges to work-life balance that may further exacerbate stress. In the ICU setting, burnout rates may also be driven by high workload, frequent changes in technology and guidelines, quality of working relations (conflict and miscommunication), ethical issues, and emotional challenges of dealing with critically ill patients and their families especially when caring for a dying patient [1] .
Burnout may also contribute to "sick days" and longterm absenteeism leading to challenges with staff retention. Professionals may feel they have no option but to leave their jobs prematurely to preserve their own mental and physical health, with resultant economic burden.
Surveillance of burnout prevalence in the ICU is mandatory because it has been shown that burnout is strongly associated with depressive symptoms and staff turnover [1, 6] . In a large European survey involving more than 28,000 nurses, a high burnout score was associated with nurses' intent to leave their work setting [7] . The regular surveillance of these symptoms may prove valuable to facilitate the identification of nursing staff and ICU physicians who might benefit from additional support and to directly ascertain from interprofessional workers those potentially modifiable organizational factors they perceive to aggravate their symptoms. In a computer-based simulation of a 1-year schedule, a shared service schedule, in which the majority of overnight in-house coverage was provided by attendings who were also "on-service" during daytime, was predicted to increase the number of weeks attendings were free of clinical obligations and increased the number of weekend days off that attendings could spend on personal pursuits [8] . The shared service schedule may promote improved work-life balance by increasing the amount of time between clinical duties and the number of weekends off, both of which have been associated with decreased burnout and depression [2, 6] .
Other suggested interventions include improving staffing levels; better communication, consultation, and collaboration; recognizing an individual's work; good leadership; and individualized interventions to confront risk factors. Cognitive behavioral therapy and relaxation techniques have also been suggested as effective strategies for coping with stressful environments. Prevention of conflicts is also a major issue. In the CONFLICUS international study [9] , six factors associated with perceived conflicts were potential targets for intervention: staff working more than 40 h/week, more than 15 ICU beds, caring for dying patients or providing pre-and postmortem care within the last week, discordance in goals for symptom management between physicians and nurses, and no routine unit-level meetings. It remains uncertain, however, that there is a clear cause-effect relationship between conflict and burnout. Even if the occurrence of conflict at work has been identified as a major burnout risk factor in the literature [10] , it is also highly plausible that ICU caregivers with burnout more often face conflict. It is therefore of paramount importance to ensure and promote interprofessional and team-based strategies (e.g., team meetings, quality improvement programs, clinical research activity) aimed at improving communication, organization, and shared vision. Interpersonal teamwork such as the quality of collaboration between nurses and physicians is a potential remediable goal. A recent longitudinal study [11] including 2100 nurses and physicians working in 55 Swiss ICUs showed that emotionally exhausted clinicians were less able to contribute to effective teamwork, which is critical to the maintenance of patient safety. Even in high technology environments such as the ICU setting, good interpersonal relationships may facilitate cognitive behavioral teamwork. Thus, interventions targeting a healthy teamwork dynamic should focus on establishing shared goals and priorities and enhanced communication and coordination. A recent small randomized clinical trial [12] evaluated if protected time (1 h of paid time every other week) provided by the institution would be able to promote well-being and reduce distress in physicians. The intervention involved facilitated physician discussion groups based on elements of mindfulness, reflection, shared experience, and smallgroup learning intended to promote collegiality and community at work among participants. Although there was not an important reduction in emotional exhaustion and overall burnout with this intervention, there was a significant decrease (15.5%) in the rate of depersonalization at 3 months after study completion. Furthermore, this difference was sustained at 12 months. The implementation of an active, intensive communication strategy regarding end-of-life care in the ICU has also been shown to be associated with a significant reduction in the rate of burnout in a before-after study [13] . Burnout has also been viewed as a contagious syndrome [14] and therefore it is crucial to stem the propagation of burnout when there is an identified increase in prevalence. Identification of the causes explaining this rise may lead to specific interventions by hospital managers, nursing leadership, and ICU directors. Indeed, excessive staff turnover rates reduce the overall quality of care, decrease productivity, lower staff self-esteem, and, because experienced professionals who leave their workplaces must be replaced, promote increased healthcare costs [15] .
All these data support the necessity to screen and to act promptly and definitively when burnout is recognized.
